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Inhodution
National priorities supporting mental

health research on ethnic minorities were
set forth in the 1978 report of the Presi-
dent's Commission on Mental Health.'
However, most studies of ethnic use of
mental health services have been confined
to public sector institutions such as state
and federal psychiatric hospitals and com-
munity mental health clinics; use of pri-
vate sector mental health services is rarely
captured.

While information on all forms of
mental health services use by ethnic
groups is critical to establishing sound pol-
icies in financing and services delivery,
relatively little is known about how mem-
bers of ethnic groups use outpatient
mental health services, especially when
comprehensive insurance coverage is
available to them. A review of the litera-
ture on ethnicity and the use of outpatient
mental health services reveals two consis-
tent patterns. First, all ethnic/racial groups
(including Whites) underuse mental health
services relative to need, as indicated by
the Epidemiologic Catchment Area stud-
ies sponsored by the National Institute of
Mental Health in the early 1980s,2z-6which
were instrumental in documenting gaps
between need for and use ofmental health
services in the general US population.3'5'6
Second, findings from these and other
studies have consistently shown that the
gap between need and use is greatest for
members of ethnic minority groups.7-1"
Thus, rates of outpatient mental health
services use tend to be lower among
Blacks and Hispanics than among Whites.

Ethnic differences in the amount of
mental health services used have also
been noted, although findings are not al-
ways consistent. While Blacks, Asian
Americans, and Hispanics generally make

fewer outpatient visits than Whites,8,12-15
Wells et al.10 and Hu et al.16 report no
significant ethnic differences in the
amount of use once treatment has begun.

Some researchers have noted that in-
terethnic differences in mental health
services use are the result of socioeco-
nomic differences and are minimized
when these factors are controlled.10,15"17
However, little is known about how fac-
tors such as insurance coverage and ser-
vice availability affect the likelihood of
seeking outpatient mental health treat-
ment among different ethnic groups and to
what extent the influence of such factors
differs across ethnic groups.

The first goal of this study is to assess
factors influencing the use of outpatient
mental health services among ethnic
groups in an insured, nonpoor population.
Our database of more than 1.2 million
federal employees and their family mem-
bers insured by Blue Cross/Blue Shield in
1983 offered a rare opportunity to examine
and compare service use by Whites,
Blacks, and Hispanics in a large national
population.

The second goal is to discuss the pol-
icy implications of this study's findings
with regard to the financing and delivery
of mental health services to ethnic minor-
ity groups in the 1990s. The past decade
has brought enormous increases in health
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care costs along with renewed calls for
national health insurance.18We argue that
this study's findings can provide insight
into ethnic pattems of use under a system
of national health insurance.

Meods

Database
The study used insurance claims and

related enrollment data from federal em-
ployees and their family members who
were insured by the Blue Cross and Blue
Shield Association's Federal Employees
Plan in 1983. For outpatient mental health
care, the high-option plan copayment was
30% with a $200 deductible and a 50-visit
maximum, and the low-option plan copay-
ment was 25% with a $250 deductible and
a 25-visit maximum. The deductible in-
cluded all medical claims, not just those
formental health treatment. It is likelythat
usage below the deductible is included in
these data since Blue Cross/Blue Shield
encouraged enrollees to file claims even
when those claims did not exceed the de-
ductible.

The study sample comprised all per-
sonswho had at least one outpatient men-
tal health visit in 1983 and random sam-
ples of approximately 5000 nonusers
selected within each ethnic group. In sub-
sequent analyses, these samples were
weighted to estimate the total number of
persons who did not have outpatient
mental health treatment. The preexisting
structure of the database required that
only families enrolled for 5 or more years
were included.

Predictors ofProbabiity and
Amount of Use

Following the Andersen and New-
man model of health service use,19 three
sets of independent variables were devel-
oped: predisposing, enabling, and need
factors. Most of the predisposing vari-
ables are self-explanatory (e.g., age, sex,
etc.). However, the rationale for using
the percentage of the county that was
Black, Hispanic, or White as a measure
of ethnic congruity was as follows:
Tweed et al.20 found that persons residing
in areas characterized by the numerical
dominance of own-group members man-
ifested lower levels of psychological dis-
tress when compared with persons living
in racially "dissonant" areas. We rea-
soned that the level of ethnic congruence
in a person's geographic area might also
influence that person's decision to seek
mental health care.

Enabling factors included region, sal-
ary of the employee, and high- or low-
option plan. Region of country was con-
sidered an enabling factor since the
availability of mental health services var-
ies considerably.21 For analyses predict-
ing the number of visits, the setting of the
first visit and the type of mental health
practitioners sought were included. As
classified in the claims data, such practitio-
ners included physicians, psychologists,
and mental health workers who were clin-
ical social workers and psychiatric nurses.
Physician specialty was not available from
the Federal Employees Plan data and may
have included either psychiatrists or gen-
eral practitioners. Two enabling variables
from the Bureau of Health Professions
Area Resource File provided county-level
measures of the relative availability of out-
patient mental health services: the percent-
age that was urban and the ratio of psychi-
atrists to physicians.

Although specific mental diagnoses
were unavailable, several variables were
useful as indices of need for mental health
treatment: the individual's and the rest of
the family's annual medical expenses,
prior inpatient psychiatric treatment dur-
ing the year by anyone else in the family,
and the total number of mental health vis-

its made by all other family members. For
the amount-of-use analyses, whether the
individual also had inpatient mental health
treatment during the year was included as
a dichotomous yes/no variable. (In analy-
ses predicting any use ofoutpatient mental
health services, the term "individual" re-
fers to any member of the study popula-
tion; in analyses predicting the amount of
use, it refers to the user ofoutpatient men-
tal health services.)

Dependent Vanables
Following previous analyses of men-

tal health services use,22--" probability of
use and amount ofuse constituted the two
dependent variables. The first was coded
"1" if the individual had a visit claim
coded "nervous and mental" during the
year, and "0" otherwise. The secondvari-
able was the number of mental health vis-
its made during the year given any use.

Data Analysis
Weighted logistic regression models

were developed separately for each ethnic
group to calculate odds ratios (ORs) and
95% confidence intervals (CIs) to predict
the probability of use. For predicting the
amount of use, ordinary least squares re-
gression was used. Variables were en-
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tered into the regression equation follow-
inghierarchical procedures recommended
by Cohen and Cohen.25

Results
Characteristics ofthe Population

Men made up a slightly greater pro-
portion of Whites and Hispanics than of
Blacks (see Table 1). There were notice-
able differences in regional distributions
for the three groups. It is difficult to ex-
plain why three fourths ofBlacks and His-
panics chose the high-option plan while
only 58% of Whites chose this plan. Fed-
eral employee education was substantially
higher for Whites.

Outpatient Mental Health Senices
Use

As shown in Table 1, Blacks had the
lowest rate of outpatient mental health
services use, followed by Hispanics and
then Whites. Sociodemographic break-

downs resulted in similar patterns across
the groups, with women, 18- to 45-year-
olds, high-option enrollees, and the more
educated having higher rates. For Whites
and Hispanics, the highest rate of use was
in the Washington, DC, area; for blacks, it
was in the westem states.

Hispanics averaged the fewest num-
ber of visits, followed by Blacks and then
Whites (see Table 1). While there were
few gender differences, 18- to 45-year-
olds, those living in the Washington, DC,
area and in the Northeast, the more edu-
cated, and high-option enrollees averaged
more visits.

Predicting the Probability ofa
Mental Health Visit

Table 2 shows that, for each group,
being aged 18 to 45 as compared with be-
ing older was statistically significant (for
Blacks: OR = 1.40; CI = 1.19, 1.64; for
Hispanics: OR = 1.19; CI = 1.00, 1.42; for
Whites: OR = 1.43; CI = 1.30, 1.57), as

were the number of mental health visits
made by other family members (for
Blacks: OR = 1.30; CI = 1.17, 1.44; for
Hispanics: OR = 1.37; CI = 1.22,1.53; for
Whites: OR = 1.27; CI = 1.21, 1.33). For
Blacks, the only other significant predic-
tor was education (OR = 1.07; CI = 1.00,
1.14). Educationwas also a signilcant pre-
dictor for Whites (OR = 1.11; CI = 1.07,
1.14) but not for Hispanics (OR = 1.05; CI
= 1.00, 1.11).

Additional significant predictors for
Hispanics were being over age 46 com-
pared with being under age 18, having a
high-option plan, and having higher med-
ical costs for the individual. For Whites,
these same variables were significant,
with the addition of female gender, living
in the District ofColumbia area compared
with living in the north central or southern
states (odds ratios less than 1 require re-
versing the coding for these variables),
and percentage urban population in the
county of residence.

Predicting the Nuwber ofMental
Health Visits

Results in Table 3 reveal that, while
many of the significant variables are pre-
dictably associated with higher levels of
use, other predictors are lesser known.
For example, ethnic congruence was sig-
nificant for all three groups, although not
in the same direction: it was positively as-
sociated with the number of visits for
Blacks, but it was negatively associated
for Hispanics and Whites.

Provider type and setting were also
significant for all groups, with more visits
associated with visiting an office (vs a
clinic or hospital) and with visiting a psy-
chologist (vs a physician). Medical costs
ofthe individual and ofothers in the family
were generally inversely related to the
number of visits. Use of inpatient mental
health services was positively and signif-
icantly related to the amount ofoutpatient
use for Hispanics and Whites but not for
Blacks.

Do Ethnic Groups Differ after
AdjustnentforAll Covariates?

In a test of the overall hypothesis of
whether statistically significant ethnic
group differences remained after adjusting
for all covariates in the study (comparing
all three groups simultaneously), Whites
had 1.7 times greater odds of making a
visit compared with Blacks and Hispanics
(P < .004). There was no significant dif-
ference between Black and Hispanic odds
of making a visit. In the ordinary least
squares regression model, Whites were
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estimated to make 2.64 more mental
health visits during the year than Hispan-
ics and Blacks (P < .001). There was no
significant difference found between His-
panic and Black users.

Disussion
This study has demonstrated that

ethnic differences in the use of outpatient
mental health services persist even in an
insured population after a number of po-
tentially confounding factors are con-
trolled. The significance of enrollment in
the high-option plan for Hispanics and
Whites (but not for Blacks) is an indication
that use of outpatient mental health serv-
ices is responsive to insurance coverage in
these groups. Although it is difficult to ex-
plainwhy plan option is not significant for
Blacks in predicting the probability ofuse,
it is easier to see how more generous cov-
erage is signifcant for all groups in pre-
dicting higher amounts of use for those
persons in treatment.

We also note that signfificantly higher
levels of use are associated for all three
groups with visiting an office-based prac-
titioner and with visiting a psychologist.
This effect of visiting a psychologist was
also reported by Taube et al.24

While few of the indices of need
proved to be influential, use of outpatient
mental health services by other members
of the family and higher medical costs of
the individualwere significant. These vari-
ables might be seen as indicating the in-
fluence of stress within the family and of
physical comorbidity for the person seek-
ing mental health treatment.

The cumulative results of this and
previous studies point to a clear pattem of
lower use by Blacks and Hispanics com-
pared with Whites. While this phenome-
non is more noticeable among the ethnic
minority poor,26 it is discernible even in
this study's nonpoor population forwhom
many socioeconomic and other differ-
ences are minimized or controlled. We
also note that the influence of differential
acculturation is minimize in this popula-
tion since unacculturated and/or non-En-
glish-speaking persons are unlikely to be
included.

The reader is cautioned that these
analyses captured usage during a 1-year
period. Personswho used outpatient men-
tal health services may have begun treat-
ment prior to January 1, 1983, or contin-
ued treatment after the end of the year.
Thus, our database restricted our analyses
to annual usage rather than to episodes of
treatment. We also acknowledge that the

absence of diagnostic data limited our un-
derstanding of the nature and severity of
the mental problems. However, some re-
searchers have argued that diagnostic data
may be more suspect in cross-ethnic com-
parisons.27 Insurance claims data do have
an advantage over self-reported data in
studies of ethnic groups, in which under-
reporting of embarrassing or socially stig-
matizing events such as visiting a mental
health specialist has been noted.27

Given the enormous changes that
have taken place in the delivery of mental
health services since the early 1980s, this
study's findings may at first glance appear
to be ofmore historical value than current
interest. Interestingly, there are no avail-
able sources of national data of more re-
cent vintage. The most recent study al-
lowing national estimates of rates and

amounts of use-the National Medical
Expenditure Survey-took place in 1987,
but usage data were not yet available as of
this writing.

However, we would argue that this
study's findin are applicable to the cur-
rent and future situation in the United
States. Concerns about spiraling health
care costs and the rapidly growing number
of uninsured persons have led to renewed
calls for national health insurance,1828 and
several of the comprehensive proposals re-
semble the Federal Employee Plan's ben-
efit structure.18 Under national health in-
surance, low-income Blacks and Hispanics
may gain the same coverage and access to
mental health care as their employed coun-
terparts had in the federal plan. As noted
by Weil,18 studies using resources such as

the federal plan's database might provide
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insight into how various ethnic groups use
mental health services under a national
plan. We acknowledge that Whites,
Blacks, and Hispanics in the Federal Em-
ployee Plan population are not fully repre-
sentative oftheir uninsured counterparts in
the generalUS population, where the prev-
alence of severe mental disorders is re-
ported to be higher4; differences in usage
may be expected owing to a greater need
associated with the lower socioeconomic
status experienced by ethnic minorities.
However, this study's primary finding that
Whites use more mental health services
even in an insured population points to the
possibility that ethnic differences may per-
sist even under national health insurance.

Clearly, the use of outpatient mental
health services is governedbyanumberof
factors related to the individual and the
service delivery system. Many research-
ers suggest that cultural or attitudinal fac-
tors play a strong role in lower use by
Blacks and Hispanics.9,10,2629%30 Such fac-
tors can take many forms, from reluctance
to use a health delivery system dominated
by English-speaking Whites to preference
for altemative healers or clergy more at-
tuned to the culture of the individual. We
recommend that future research examiine
perceptions of barriers as well as use of
alternative healers. A more balanced and
complete picture would also include at-
tention to protective factors and coping
resources related to ethnic identity3l
rather than an exclusive focus on individ-
ual psychopathology.

Aspects of the service delivery sys-
tem play a role as well. The absence of
ethnic mental health practitioners is one of
the most conspicuous barriers. Also, the
intersection of lower social class status
and ethnicity, combined with residential
segregation, leads to inequities in service
delivery that disproportionately affect
Blacks and Hispanics. An inner-city resi-
dent who has insurance coverage will
have more difficulty finding a clinic or
mental health practitioner than will a
resident of an affluent neighborhood. Fi-
nally, an ignorance of the more subtle as-
pects of cultural and social class differ-
ences may contribute to an appearance of
insensitivity and thus inhibit the pursuit of
care. Qualitative studies are needed to ex-
amine the process ofmutual estrangement
that can result from cultural misunder-
standings.

As implied by this study, increasing
equity and access under national health
insurance will not necessarily close the
gap in ethnic use ofmentalhealth services.

Whether this gap is due to lower availabil-
ity ofservices, lower acceptability ofserv-
ices, or both, points to an intriguing point
of departure for future research and for
planning mental health policies that are
effective as well as humane. El
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